Introduction
Proximal humeral fractures account for nearly 5% of all fractures and are the third most common fracture after hip and distal radial fractures. It consists of 2% to 3% of upper extremity fractures, incidence to be about 73 per 100,000 populations with three fourths occurring after the age of 60 years and women out numbering men [1] . Fractures of proximal humerus account for 30% to 40% of all humeral fractures. Treatment of proximal humeral fractures has been the subject of much controversy and confusion This is because of the complexity of these injuries, fracture displacement are difficult to see without careful radiographic views and associated soft tissue injuries. Further, there has always been diversity of opinion about the care of shoulder fractures, with frequent controversies and lively debate, further more even good anatomical results achieved at operative repair lead to poor results unless there is meticulous post operative rehabilitation, which can be more challenging in the shoulder than operative technique [2, 3] . In this article we are going to discuss about conservative versus surgical management of proximal humerus fractures.
Aim
To compare the results of proximal humeral fractures treated surgically and conservatively.
II. Materials And Methods
Prospective study of 26 patients of proximal humeral fractures admitted in the Department of Orthopaedics between June 2011 to December 2013 whether treated by conservative or surgical method were included in the study. The inclusion criteria were Patients above 16 years of age, duration of injury less than 2 weeks, and Neer's two part, three part and four part fractures and Fracture dislocation. The exclusion criteria were any medical or surgical illness that may interfere with surgical procedure and anaesthesia, previous fractures of involved shoulder or any other shoulder pathology and history of previous neuromuscular weakness. Each case included in the study was evaluated clinically and radiologically. To study the type of injury the Neer's trauma series X-rays were done, which include (a) AP view and (b) Axillary view. The indication for Surgery were severely displaced two part fractures not reducible by close methods, Displaced three fragment factures with rotational displacement of articular fragment, Displaced four fragment fractures with malalignment and Fractures dislocation. Synthes Proximal humerus locking plate was used for all patients. For conservative management the most important criteria were examination of the proximal part of the humerus which could be moved with most of the motion occurring at the glenohumeral joint and not at the fracture site. All fractures were considered stable during the range of motion of the shoulder tolerated by patient. The involved extremity was immobilized in an arm to chest bandage or shoulder immobilizer for relief of pain. At the 3 weeks supervised active and assisted physiotherapy of shoulder was started under the guidance of physiotherapist on the OPD basis in the form of circumduction, wall clumping, rope pulling, back wiping, external rotation and pendulum exercises. The exercises for the shoulder were started with the patient in the supine position for forward elevation, external rotation and internal rotation. The patient was asked to follow up in 4 parts: 3 weeks, 6 weeks, 12 weeks and 18 weeks. Patients were evaluated for functional result by using The Swanson Shoulder Score and Constant Scoring System (Modified). 
III. Results

IV. Discussion
Proximal humeral fractures constitute 4-5% of all fractures of long bones. It constitute for 2-3% of the fractures of upper limb. Incidence of these fractures are 73 per one lakh population and 75% of these fractures are seen in elderly. 80-85% of these fractures are amenable to conservative treatment, remaining 15-20% are significantly displaced and require some type of internal fixation. The average age incidence in our series of 26 patients analysed, ranging between 21 to 80 years was 50.80 years, which was consistent with the age incidence in studies done by Neer (55.3 years) [4, 5] and in other studies the average age was 52 years [6] . Regarding sex incidence, study of literature reveals predominance of proximal humeral fractures in females in an elderly age group [7] . Studies also reveal that male to female ratio being 1:0.8, 1:1.3 [8] . In our series the male to female ratio was 1.6:1, 16 among 26 patients were males. These fractures of proximal humerus have bimodal presentation with adolescents and younger middle age patients who are more prone for high velocity injuries most common among males forming one group and later these fractures are seen in elderly patients(>50 years) in which cases they are osteoporosis related.
There was predilection of the dominant side involvement in our study. In our series of 26 patients of proximal humeral fractures, the dominant to non-dominant side of involvement ratio was 2.25:1, 18 among 26 fractures were in the dominant side which was consistent with the involvement in a study showing a ratio of 1.5:1 [9] . There was no bilateral involvement in any patient. The mode of injury commonly observed in our series was fall on ground accounting for 16(61.5%) followed by road traffic accident which was 7(27%) and lastly other mode of injury which was 3(11.5%). These observations was found to be consistent with the study done by Herscovici et al. (2000) which revealed 20(50%) history of fall, 19(45%) road traffic accident and 01(5%) others out of forty cases studied. In literature, it is said that the high energy injuries such as RTA are much less common than low energy domestic fall [10] but fast pace modern life, acceleration of travel increasing the number of fractures. In our series, the common mode of injury in relation to age observed was road traffic accident in 20-40 years of age group accounting for three out of six patients (50%) and fall on ground in more elder groups i.e. 41-60 and >60 years age group accounting for nine out of fourteen (64.3%) and six out of six (100%) respectively. This is in consistent with a study done by Mohit G. (2010). Literature says fractures in adolescents and young adults are usually produced by high energy injuries especially from RTA, gunshot wounds, etc. but in elderly, it is usually due to low energy osteoporotic injuries specially form low energy domestic fall [10] . Neer's type II fracture was found to be the most common type of fractures in our study. Our series revealed 17(65%) were two part fractures, 06(23%) were three part fractures and 03(12%) were four part fractures. It was found to be consistent with a study of 40 cases, where 20(50%) were two part fractures, 16(40%) were three part fractures and 4(10%) were four part fractures. The study showed that functional recovery was good in two part fractures than more comminuted ones. In our series, fracture dislocation was found to be more common in three and four part proximal humeral fractures.
Final outcome as per Swanson's Shoulder score and modified Constant score was high in surgically managed group. Therefore, it was seen that the patients managed operatively showed better results than the patients managed conservatively. Results obtained in our study by surgical methods was compared and found to be consistent with the studies done by Plecko et al. (2005) [11] and David et al. (2009) [12] on management of proximal humeral fractures by plate showing mean constant score of 62.6 and 57.5 points respectively. Results obtained in our study by surgical methods was also compared and found to be better than the study done by Zyto (1998) [13] on the management of proximal humeral fractures by conservative method showing a mean constant score of 59 for three part and 47 for four part fractures of proximal humerus.
V. Conclusion
Fracture of the proximal humerus is still a debatable and controversial subject in orthopaedics. Based on our experience and results we conclude that proximal humeral fractures were severely disabling inspite of surgeon best efforts. Full range of movement in severely comminuted fractures was an unlikely outcome. With good success rate the indications of operative treatment must be adhered to. The successful results can be attributed to early surgery, good preoperative planning, minimal soft tissue dissection, stable reduction; supervised postoperative exercise and regular follow up.
